the sinuses and sometimes spreading to the Eustachian tubes, the pharynx, the larynx, or further. It may leave a chronic condition, locally or elsewhere.
Frequency.-It is hardly necessary to emphasize the frequency of the Cold, otherwise it would not be generally known as the " Common" Cold.
In six public elementary schools in Sheffield 30% of absences were due to Colds (J. A. Glover). Colds and " feverish catarrh" (excluding influenza) account for 25% of the admissions to a public school sanatorium (Lempri6re).
At Rugby School in the three terms of 1920 there were respectively 64, 260 and 56 cases, and in the three terms of 1921 the cases numbered 243, 42, and 21. It was calculated by Dr. A. I. Simey that, on the low estimate of ten days for each case, in these two years seven thousand school days (or about twenty years of school life) were lost.1
Season.-As to the period of the year when the Common Cold is most prevalent the investigations of the U.S. Public Health Service tend to show that the greatest frequency is in the latter part of January (153 * 3 per 1,000); this declines until the latter half of June, to irrcrease sharply at the end of July and beginning of August up to a peak (120 per 1,000) at the latter half of September. Then comes a decline until a sharp rise (126 per 1,000) in the latter half of November. From this date there is a decline (65) till the end of the year.
Pre-disposition..-It is generally recognized that Colds are least common at the two extremes of life-infancy and old-age. Incidence is most frequent during the first four years of life, next between the ages of five and nine, and generally diminishes with advancing years (Warren Sisson).
An interesting investigation of large groups of students in Cornell University showed that in 815 freshmen 60% had colds two or three times a year, 15% never more than once a year, and 25% four or more times a year. Taking the two extreme groups (the one-or-less-a-year group and the four-or-more-a-year group) there was no marked difference between the two as regards: Smoking, history of operation on nose or throat, exposure to irritant dust or gas, mouth breathing, sleep, exercise, draughts, wearing of flannel next the skin, goloshes, daily cold bath, tendency to perspiration, chronic constipation, or family history.
A further study as regards the cold-susceptible group and what wo might call the " normal " group, in regard to past history of infectious disease, suggested the two following conclusions:-(1) The general physique and the physical defects in cold-susceptible College students are much the same as in normal students.
(2) Cold-susceptible College students present a history of more infectious disease, asthma and hay-fever than do normal students (4*31 infections per person, compared with 3 -38).
.,tiology.-In an endeavour to co-ordinate our views, and the knowledge we at present possess, I propose to consider the possible factors of causation as follows A. (1) Atmospheric causes, chiefly a low temperature. (2) Cold as only a predisposing cause.
B. Disturbance of metabolism. C. Infection. Cold (Low atmospheric temperature). -As might be expected, Francethe country of the dreaded " courant d'air "-is the most devoted supporter of the ageold opinion that a Cold, as its name applies, is due to cold. A personal friend of mine has written an excellent and much-quoted "Essai sur le rhume simple ou coryza." But he still holds that of all predisposing influences the most important is cold, particularly if moist and prolonged. He considers this to be the cause of the loss of tonus of the vasomotor system of the nose. Now here it is assumed that a Cold is due to chilling because it is most frequent in the coldest months. But there might be several other explanations of this coincidence, the most evident being that during cold weather people spend more time in vitiated air, in closer proximity, so that infectivity is favoured. Indeed, Leonard Hill and F. F. Muecke have shown that nasal turgescence and congestion are produced by a warm, ill-ventilated atmosphere and that this tendency is increased by exposure to a lower temperature. In other words, it is the warm, stagnant, vitiated atmosphere which originates the catarrh.
Very full investigations have been carried out in Johns Hopkins University on "Upper respiratory disease (Common cold) and weather." The general conclusion of the report is as follows :-" The evidence presented in this paper strongly suggests that changes in weather during a warm season are probably more associated with upper respiratory disease (Common Cold) incidence than changes in weather during a cold season."
Recently I discussed the subject with a member of a Greenland expedition. He confirmed the experience of all Arctic and Antarctic travellers. Mr. Courtauld, who had lived for some months under the snow without a cold, promptly contracted one as soon as he got on board the ship to take him back to Denmark.
Per contra, as we might say, the Metropolitan Life Insurance Company of New York records that in winter the indoor, sedentary worker has four times as many Colds as soldiers, and nine times as many as taxi-drivers ! Metabolism as a cause.-Some would regard Colds as merely an expression of a special type of disordered metabolism-as instanced in the "carbohydrate child" or the " protein child" in whom faulty dieting is accompanied by an undoubted susceptibility to catarrh. Indeed, V. S. Cheney, of Chicago, boldly states that Common Colds are not infectious. He considers a Cold as a local manifestation of a systemic-disturbance-a "mild acidosis." He bases this conclusion on (i) the reproduction of all the symptoms of a Cold by inducing an artificial acidosis by the administration of ammonium and calcium chloride; (ii) the degree of severity of the Cold symptoms being in direct ratio to the degree of acidosis induced; (iii) the successful results of the treatment of Colds by thorough alkalinization; and (iv) his failure to reproduce a Cold in healthy persons by inoculating them with the secretions of an individual suffering from an acute Cold. He suggests that the seeming contagiousness is due to similar unhygienic conditions in a group of individuals.
He regards the infectious origin of a Cold as only an unproved theory, because in early stages the secretion is sterile and the organisms often regarded as factors are only secondary invaders of the later stages.
A filterable virus.-An extensive and very important work on the possibility of a filterable virus being the cause of a Common Cold has been carried out by Dochez and co-workers in New York.
Treatment.-The first principles are early diagnosis and early treatment. If every individual at the first threatening of a Common Cold went to bed and remained there for from thirty-six hours to three days, in an isolated and well-ventilated room, he would not only cease to be a focus of infection but he would curtail his attack and escape most, if not all, complications. Every case of established chronic sinusitis with, perhaps, the few exceptions of those originating from a tooth, from a septic swimming-bath, or some similar cause-started as an acute sinusitis, generally part of a common cold. I have never had to treat an early acute sinusitis which did not completely resolve if treated with bed rest, warmth and other methods to be touched on presently. I have never seen a fatal complication in an acute sinusitis so treated.
In addition to isolation and rest in bed, I need only mention warmth to the head (radiant heat, von Eicken's heat box), avoidance of nose lotions and sprays, the use of steam inhalations of menthol, eucalyptus, benzoic acid. The use of suction is of doubtful value. Drugs should only be used to relieve symptoms, and the comfort of salicin, the salicylates, aspirin, phenacetine is common knowledge. When the mucous discharge becomes muco-purulent it generally means the invasion of the sinuses. If a purulent invasion of one or both maxillary sinuses is diagnosed simple saline lavage should be employed.
John Freeman: Throughout its history both the laity and the profession have held that the cold is infectious. On this point the "steamer colds" of the Scotch Islands present a crucial experiment if confirmation were needed. In pre-bacterial days living germs were not imagined in infections, but when bacteriology came in, bacteria were sought and found in the common cold. In the mouths of all of us at all times are a number of diverse microbes, but after the onset of the cold one or more of these types is enormously increased in numbers, and to such an extent as to be obviously an infection. The micro-organisms which cause the bacterial infection in the cold are pneumococci, streptococci, Pfeiffer's bacilli, diphtheroids, micrococci of the catarrhalis type, Friedliinder's bacilli and other coliforms, and staphylococci. Those who examine such cases find that there are little overlapping epidemics sweeping through the population during the catarrhal season; for a week or two we may perhaps find only the pneumococcus, then possibly Pfeiffer, then a streptococcus maybe. I must emphasize that there is no doubt of these infections that they cause the bulk of the symptoms of a bad cold, and are responsible for nearly all the danger in sinusitis, laryngitis, and bronchitis.
For many years it has been noted that the watery discharge which ushers in some colds is almost bacteria free, and attempts have been made to explain this or to find an undiscovered germ; to-day the idea of the filterable ultra-microscopic virus holds the field. In 1914 Kruse filtered the discharge, proved that the filtrate was bacterially sterile, and with it transmitted typical colds to two-fifths of the healthy men on whom he tested it. Since then this work has been contradicted, repeated, or explained away, but now seems proved by Dochez and his fellow workers in New York; both to man and to the chimpanzee, and through a series of men or chimpanzees will this bacteria-free filtrate transmit colds. From the time of instillation to the onset of symptoms there is an incubation period of from three to four days; after such an attack there is protection for three months (at any rate in the chimpanzee); because this protection does not cover against influenza Dochez deduces that the influenzal virus must be different from that of the cold. He asserts he has grown his virus, still invisible and still filterable, on a succession of thick embryo tissue cultures and after that could produce a typical cold with it; it is destroyed by heat as is a microbe or a ferment; lastly, and significantly, the virus causes increased growth of the bacteria which we have noted as infecting in the second stage of the common cold. If we take it as proved that a virus initiates colds, we do not know if it initiates all colds or how many viruses there may be; if it can act alone or what co-operating factors there must be; we do not know if it is alive or is a complex chemical agent like a ferment; we do not know yet how to prevent its action or to cure it when it comes. We might be able to extirpate it as we have extirpa,ted rabies, but at present we have not enough knowledge. Meantime the trouble from the virus itself seems to be trivial, but from the bacterial infections which it induces we have both trouble and danger.
Until we have found the specifically bacteriotropic antiseptic, any chemical which can combine with and so kill bacteria must also damage our living tissues; if it is too weak for that, or if we use hypertonic salt solution for douching or gargling we wash away the natural protection of the lysozymes and so again do more harm than good. But all these devices probably afford psychological support to the sufferer, and with regard to the psychological factor, Dochez in his very human and readable account, says that his volunteers were sometimes too volunteering and would produce a cold because they thought the experiment needed one -a complication he escaped when dealing with chimpanzees. The bacterial factor in colds can be dealt with either by reducing the chances of infection or by protecting against it with a bacterial vaccine. A vaccine is eminently suited to treating small localized infections, but we must give bigger doses to achieve prophylaxis. If we use such a dose in the catarrhal season we risk bringing on an infection with a run, and patients then complain that they are made worse; therefore the requisite dose must either be given in the non-catarrhal season or attained step by step. However reached, maintaining doses should be given every month as the immunity is short-lived.
Dan McKenzie wished to say a few words on treatment. It could be looked at from the epidemiological-that is, the preventive-point of view, but knowledge was so vague that there was no method by which it could be controlled on the principles of epidemiological science. The key to the position he considered to be the carrier. Many people were carriers of the infection of the common cold without having any nasal sinus trouble, and in them no disease of the nose was present between the acute attacks. Yet at least twice a year these people had acute colds in the head, with the accompanying symptoms and sequele. It could therefore be assumed that they were harbouring the causal virus during the latent periods. The reaction of the system during the acute attack produced a degree of immunity, but only of limited duration. During their acute illness carriers seemed to become infectious to their neighbours.
CASES.

Epithelioma of Pharynx treated by Diathermy.-DAN MCKENZIE.
A man, aged 60, was operated on by diathermy in Johannesburg in February, 1930, and again in February, 1931 . The neck was not cleared, but X-rays were applied externally in August, 1930, and again a few weeks ago. The neck presents the unusual appearance, for pharyngeal carcinoma, of infiltration of the skin en cuirasse, as a result of which, with lymphatic obstruction, the laryngeal mucosa has become cedematous. But there is no sign of any recurrence of the disease in the pharynx. The case illustrates an effect of diathermy removal to which I have already drawn attention; namely, the influence of the abolition of sepsis in retarding the progress of the disease and rendering it more endurable. A drawback to the insertion of radium into an epithelioma of the pharynx is the introduction or dissemination of septic infection.
Endothelioma of Naso-pharynx treated by Radium.-J. F. O'MALLEY. J. D., male, aged 65, on October 8, 1930, came to University College Hospital complaining of nasal obstruction, especially on the right side, for three months, and of deafness in the right ear for one month. A hard smooth mass could be felt in the naso-pharynx, its lower border being visible below the uvula. Several small lymphatic glands were felt in the anterior and posterior triangles of the neck and in the left axilla.
On October 27, 1930, a portion of the growth was removed for microscopic examination and six 2-mgm. radium needles were inserted. All the needles worked loose at intervals, during the next three days, so that the total dose amounted to
